Objective: To determine the magnitude of depression and suicidal populations, the overlap between these populations, and the associated patterns of mental health service use.
D epression and suicidality (ideation and nonfatal behaviours) contribute strongly to premature mortality and are costly, disabling conditions internationally (1) (2) (3) (4) (5) (6) (7) . Thus the widespread uptake of effective interventions for individuals who are suicidal or who have depression could have a major public health impact. A core symptom of depression is suicidal ideation. As such, suicidal ideation and behaviours may arise from depression or other conditions. There is a large body of evidence concerning the benefits of treating depression. However, there is an ongoing controversy about the relative merits of prescribing the newer antidepressants to those who have depression. While the newer antidepressants are less toxic if taken in overdose, suicidality may arise or become more intense for some (at least initially) (8) (9) (10) (11) . Even less is known about treatment effectiveness for those who are suicidal (12) (13) (14) . Until recently, there has been a lack of systematic evidence and guidelines about how to treat those who are suicidal apart from, or in addition to, concurrent conditions such as depression (15, 16) . As knowledge grows about which treatments work best for whom, access to effective interventions can be promoted through knowledge of the patterns of mental health services used. Therefore, the purpose of this study is to determine the size of depression and suicidal populations, the overlap between these populations, and the associated patterns of mental health service use.
The design of the CCHS 1.2 (17) overcomes several methodological issues present in previous population-based studies of depression, suicidality, and mental health service use. The overlap in these populations and related service use can be examined because the full sample aged 15 years and over were asked about suicidality rather than only those who passed the depression screen (18, 19) . As well, more current use (12-month compared with lifetime recall) of different types of mental health serivce providers can be depicted, given the large sample size. There have been only a few studies of the types of mental health service providers seen by persons with depression and (or) suicidality in the general population. Whereas people with a history of depression or suicidality were more likely to report mental health service use than not, little could be concluded about patterns in providers seen specific to one or both of these populations owing to variations in the methods and reduced statistical power (20) (21) (22) (23) (24) . Further, the patterns of providers seen in these other countries may not extend to Canada, where medical care is publicly funded and universally available to the full population.
Materials and Methods
A more thorough description of the CCHS 1.2 is provided in the September 2005 special issue of The Canadian Journal of Psychiatry (17) . This study received approval from the Research Ethics Board of St Michael's Hospital, and data access was granted through the Social Sciences and Humanities Research Council and Statistics Canada.
Dependent Variable: Provider Group Contacted Most Often for Mental Health Reasons
In the CCHS 1.2, respondents were asked a series of questions about contact(s) with different types of providers for "help with emotions, mental problems or use of alcohol or drugs." For each provider type seen in the past 12 months, the respondent was asked to think of the provider she or he talked to most often. Ambulatory care providers contacted most often were categorized in a hierarchical fashion on the basis of physician specialty, the rationale being that, of the 7.8% of the sample who reported on a specific provider, 73.7% included a physician.
Persons whose reports included a psychiatrist were classified as being in the psychiatrist group (1.65%). In this group, 61.4% were seen only by physicians, with about equal proportions having seen only a psychiatrist and having seen both a psychiatrist and another physician.
Those whose reports included a family doctor, a general practitioner, or another medical doctor (but not a psychiatrist) were classified as being in the primary medical care group (4.07%). A total of 67.6% of this group comprised physicians only.
Those whose reports included a psychologist, nurse, social worker or counsellor, psychotherapist, or another nonmedical professional (but no physicians) were classified as being seen by the other provider only group (2.05%).
Each provider group was compared with persons reporting no mental health contacts. Those who reported an inpatient mental health stay in the past 12 months (0.51%) were examined separately. a respondent meets the symptom criteria portion in the CIDI diagnostic algorithm for major depression. In theory, the diagnosis of depression could depend on whether people have suicidal thoughts. This, however, was not the case. Of those who met the necessary symptom count and who had death thoughts, 92.9% continued to meet the necessary symptom count when the death thought symptom was removed.
On the basis of previous surveys and question sensitivity, suicidal ideation, plans, and attempts were asked about as experience A, B, or C, and respondents filled out their answers in a booklet. Suicidality was identified in terms of the following questions: have you ever "seriously thought about committing suicide or taking your own life," "made a plan for committing suicide," "attempted suicide or tried to take your own life" (in the 12 months prior to the interview or age when the experience last occurred). Owing to technical problems in the questionnaire (that is, skip patterns in the depression module), about 5% of respondents were not directly asked about suicidality in the 12 months before the interview. For many, it was possible to fill in these missing values, based on other questions asked in the depression module.
Statistical Analyses
We examined initial analyses of cross-tabulations of respondent characteristics (depression, suicidal thoughts, and suicide attempts) and provider groups contacted most often for mental health reasons. Owing to small cells, suicide attempts were collapsed into the suicidal thoughts group. We quantified the associations between 1) depression (vs no depression) and provider groups and 2) suicidality (vs no suicidality) and provider groups, using multinomial logistic regression (27, 28) . Models estimated crude ORs of use and their respective 95%CIs to compare each of the 3 provider groups (psychiatrist, primary care physician, and other provider only) with the no mental health contacts group. A multivariate multinomial logistic regression model was fit first with the main effects of depression and suicidality; we then included the interaction between these terms. We used the statistical software package SAS (29) to carry out all analyses. Estimates are weighted, and variances are bootstrapped to reflect the complex sampling design (30, 31) .
Results

Depression and Suicidality
In the 12 months prior to the survey, 4.8% of Canadians suffered from depression. Almost 4% reported suicidal ideation, and less than 1% reported a suicide attempt. Among those who reported suicidal ideation, 37.2% had depression. Among those reporting a suicide attempt, 56.1% had depression. When suicide thoughts and attempts were combined, 36.7% of the suicidal population had depression. This proportion increased somewhat when a lifetime depression was assessed (an increase of 13.8%). Among those with depression in the previous 12 months, 28 .6% reported suicidal ideation, and 6.0 % reported a suicide attempt. When suicide thoughts are combined with ideation, 28.7% of the depression subjects were suicidal.
Provider Group Contacted Most Often for Mental Health Reasons
Because the overlap between suicidality and depression was partial, it is possible that there would be variations seen in the provider groups, depending on whether they had one or both conditions. In Table 1 , the proportions of use are shown for persons with suicidality but not depression, depression but not suicidality, both depression and suicidality, and neither condition. For persons with depression and (or) suicidality, the proportions of use (row percents) were all higher than for those with neither condition. Those who had both conditions were most likely to report contact or have an inpatient mental health stay (61.6%). The next group most likely to report this use was the group with depression but not suicidality (50.8%); next were those with suicidality but not depression (28.6%). Those with neither condition were the least likely to report this use (5.5%). This pattern was not apparent in the only other provider group. There was little variation in whether one had depression and (or) suicidality in the other provider only group, and the use of this group was less frequent (2.1%), compared with the physician provider groups (5.7%).
In the multivariate model where depression and suicidality were included together as main effects, each term was independently associated with use; however, the associations with use for those with suicidality were greatly attenuated after we adjusted for depression. When we added the interaction term to this model, it was statistically significant. Therefore, Table 2 presents the ORs and 95%CIs from this model to further describe the patterns of use. Figure 1 illustrates these ORs with a graph.
The direction of each association with use was positive and statistically significant, as each OR exceeded 1, and the 95%CIs did not include 1. The highest ORs of use occurred for those with depression (suicidal or not) in the psychiatrist and primary care physician groups. The ORs of the use of these provider groups were considerably lower for those who were suicidal (but had no depression). The use of the physician provider groups was distinguished by whether one had depression or not. Conversely, the use of the other provider group only was not differentiated by depression or by suicidality. There was little difference in the ORs of use for the other provider group. For those who were suicidal (but who had no depression), there was little difference in which provider group was seen.
Discussion
To our knowledge, this is the first study to document the unique patterns of provider groups seen by people who are suicidal and (or) who have depression in Canada. This information comes at an important time, namely, during a period when there has been enormous growth in access to newer antidepressants (32) and in concerns about the role of these agents in relation to suicidality. Although the suicidal subjects were more likely to make contact than not, their pattern of contact depended on whether they had a concurrent depression. Those who had a concurrent depression were most likely to contact a provider group, and these provider groups were most likely to be physicians. Suicidality, in and of itself, did not exert a strong effect on the contact of any particular provider group.
Before we discuss the findings further, several interpretative cautions are necessary. The CCHS 1.2 is a cross-sectional survey, and therefore, estimates of suicidality and depression in the population are based on the prevalence of the conditions over a period of time. Prevalence estimates tend to overrepresent people with a longer duration and (or) more frequent recurrences of these conditions. Individuals with severe and acute depression and (or) suicidality might not have been included in the study because of premature mortality or because they resided in settings not included in the sample design.
Another important consideration is that, when data are cross-sectional, it is not known whether the patterns of use observed are a consequence of the condition(s) or whether the condition is a consequence of the patterns of use. For example, while it may seem appropriate that persons with depression and suicidality were most likely to report contact with the psychiatrist provider group, it is not known whether this pattern is a reflection of a lack of response to treatment and (or) delays in treatment. Cross-sectional data cannot directly answer these questions. From a planning perspective, it is noteworthy that, of the 34% of the suicidal people who used the ambulatory provider groups, about 2 of 3 were not seen by the psychiatrist provider group.
Nevertheless, the estimates of use reported by those with depression or suicidality in the past 12 months may actually be inflated. About 75% of these individuals were also currently at a high level of distress. Two studies conducted in Ontario found that people at a high level of distress reported more use than was recorded in their administrative health care records (33, 34) . The evidence from these studies was consistent with a recall bias implying that those who are currently distressed work harder to recall their use, compared with those who are not currently distressed. This differential recall could upwardly bias depression and suicidality ORs of provider group use compared with no contact group. Since those who had depression or who were suicidal were similar in their level of distress, comparisons of use between these conditions were not likely altered by recall bias.
The main question this study raises concerns why suicidal people are much less likely to report mental health contacts with the physician provider groups unless they have a concurrent depression. The assessment of need for mental health services occurs at multiple and interacting levels of society. While there is an ongoing debate about how to best define and measure the need for mental health services for the purposes of resource allocation, there tends to be consensus that key dimensions of need are having a mental illness, illness duration, disability, distress associated with the illness, and the risk of harm to self and others (35) (36) (37) . Previous studies (19) and preliminary analyses of this sample suggest that many of those who are suicidal would have met one or more of these criteria, regardless of depression.
It is posited that depression is viewed as more treatable, and therefore, ongoing contact is encouraged. There has been widespread marketing of antidepressants for the treatment of depression, and physicians are able to prescribe these In the absence of alternatives, suicidal persons may become sicker and (or) take their lives. If they seek treatment later, the severity of their illness may dictate a higher level of care, and the illness may be much more difficult to treat. Thus perhaps the question does not concern whether suicidal people are in need but, rather, the proportion of the population affected and likely to (directly or indirectly) benefit from treatment, the monetary costs of providing the treatment, and the risk of adverse outcomes from treatment (40) . Résultats : Quelque 4 % à 5 % de la population souffrait de dépression majeure ou de suicidabilité. Environ 2 suicidaires sur 3 ne souffraient pas de dépression, et plus de 70 % des personnes souffrant de dépression ne déclaraient pas de suicidabilité. Les personnes souffrant de dépression et de suicidabilité ou de dépression (mais sans suicidabilité) étaient les 2 groupes les plus susceptibles de déclarer des contacts ambulatoires avec des services de santé mentale, et les groupes de fournisseurs les plus souvent contactés comprenaient des médecins. Le recours à des groupes de fournisseurs était considérablement plus faible chez ceux qui étaient suicidaires (mais sans dépression). Alors que ces derniers étaient plus susceptibles de déclarer un contact que pas, la suicidabilité, en elle-même, ne poussait pas fortement au contact avec un groupe quelconque de fournisseurs. Pour ceux qui étaient suicidaires (mais sans dépression), moins de 1 sur 3 déclaraient un contact quelconque avec des services de santé mentale, y compris une hospitalisation pour santé mentale.
Conclusions : L'absence de contact par les personnes suicidaires (mais sans dépression) porte à réfléchir, étant donné que 2 sujets suicidaires sur 3 ne souffraient pas de dépression. Des résultats nuisibles, comme la dépression, peuvent se développer sans interventions précoces efficaces et une prise en charge par un effectif suffisant d'employés compétents, et accessibles sur le plan financier.
